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Opinion

What's Wrong With Advance Care Planning?

Advance care planning (ACP) has emerged during the
last 30 years as a potential response to the problem of
low-value end-of-life care. The assumption that ACP will
result in goal-concordant end-of-life care led to wide-
spread publicinitiatives promotingits use, physician re-
imbursement for ACP discussions, and use as a quality
measure by the Centers for Medicare & Medicaid Ser-
vices, commercial payers, and others. However, the sci-
entific data do not support this assumption. ACP does
not improve end-of-life care, nor does its documenta-
tion serve as a reliable and valid quality indicator of an
end-of-life discussion.

What Is ACP?

The purpose of ACP is to ensure goal-concordant care
near the end of life for patients who lack decisional
capacity. It is a process to support adults in understand-
ing and sharing their values, goals, and preferences
regarding future potential medical care decisions;
choosing and preparing a trusted person(s) to make
medical decisions; and documenting these wishes so
that they can be acted on when future medical deci-
sions need to be made. Most approaches to ACP
encourage all adults to participate in the process
regardless of their health status. Advance care planning

Despite the intrinsic logic of [advance care
planning], the evidence suggests it does not
have the desired effect. Many clinicians
may be disappointed that promoting
conversations with patients well in advance
of needed medical decisions has not
improved subsequent care as hoped.

is distinct from "in-the-moment” decision making, in
which seriously ill patients and their families engage with
their clinicians in goals of care and treatment discus-
sions at present and regarding their current situation.
If ACP led to higher-quality care at the end of life,
it would make sense to continue efforts to promote
it and integrate it into value-based care. However,
a substantial body of high-quality evidence now exists
demonstrating that ACP fails to improve end-of-life
care. A 2018 review of 80 systematic reviews (includ-
ing 1600 original articles)' found no evidence that ACP
was associated with influencing medical decision mak-
ing at the end of life, enhancing the likelihood of goal-
concordant care, or improving patients’ or families’ per-
ceptions of the quality of care received. A 2020 scoping
review? that included 62 recent high-quality articles also
demonstrated no link between ACP and occurrence of

goal-concordant care or patient quality of life. Addition-
ally, these reviews found no association of ACP with
subsequent health care use, including emergency de-
partment visits, hospitalizations, and critical care. Sub-
sequently, 5 large multisite randomized clinical trials that
enrolled patients with cancer (1117 patients at 23 hospi-
tal cancer centers),® nursing home residents (12 479 resi-
dents from 360 nursing homes),* older adults in pri-
mary care (759 patients from 8 primary care practices),”
adults with serious illness (515 patients from 20 outpa-
tient clinics),® and patients with heart failure (282 pa-
tients from 2 heart failure centers)” could not identify
meaningful differences in health care use, patient qual-
ity of life, or goal-concordant care between those ran-
domly assigned to receive either ACP or usual care.

Why Does ACP Not Achieve Its Desired Outcomes?
The inability of ACP to achieve its desired outcomes
represents the gap between hypothetical scenarios
and the decision-making process in clinical practice
settings. The success of ACP depends on 8 steps:
(1) patients can articulate their values and goals and
identify which treatments would align with those goals
in hypothetical future scenarios; (2) clinicians can elicit
these values and preferences; (3) preferences are
documented; (4) directives or surro-
gates are available to guide clinical deci-
sions when patients' preferences have
not changed and they lose enough deci-
sional capacity for their ACP views to
become operative; (5) surrogates will
invoke substituted judgment (make the
decision the patient would make if they
were able) and base their treatment
decisions on the patient's prior stated
preferences; (6) clinicians will read prior
documents and integrate patient pref-
erences into conversations with surro-
gates; (7) previously expressed wishes will be honored;
and (8) health care systems will commit resources and
care delivery to support goal-concordant care.
Scenarios and situations in clinical practice set-
tings rarely reflect these conditions. Treatment choices
near the end of life are not simple, consistent, logical, lin-
ear, or predictable but are complex, uncertain, emotion-
allyladen, and fluid. Patients’ preferences are rarely static
and are influenced by age, physical and cognitive func-
tion, culture, family preferences, clinician advice, finan-
cial resources, and perceived caregiver burden (eg, need
to provide personal care, time off from work, emo-
tionalstrain, out-of-pocket or noncovered medical costs),
which change over time. Surrogates find it difficult to ex-
trapolate treatment decisions in the present from hy-
pothetical discussions with patients that occurredin the
past, piece together what the patient would have
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wanted, disentangle their own preferences and emotions, or chal-
lenge physicians who recommend different treatments. When a de-
cision must be made, prior directives are often absent, poorly docu-
mented, or either so prescriptive or so vague that they cannot
promote informed goal-concordant care. Moreover, treatment
choices do not occur in a vacuum but are driven by financial pres-
sures, societal capacity to support patient and family needs, andin-
stitutional/regional cultures and practice patterns.

Should Efforts to Address the Problems of ACP Continue?
Some suggest that these data do not diminish the potential posi-
tive effects of ACP. Advocates maintain that although ACP is nec-
essary for good end-of-life care, it is not sufficient. Why not pro-
mote and incentivize conversations with patients regarding their
future values, goals, and treatment choices?

The problem with accepting these arguments and continuing
along the current path is the potential for unintended conse-
quences. Encouraging the belief that ACP is essential to good end-
of-life care meaningfully detracts from other initiatives. For ex-
ample, health care institutions are incentivized to devote resources
that promote and measure ACP and thus direct them away from
equally and perhaps more important areas of clinical care. Research
demonstrates that patients leave clinically based ACP sessions with
serious misconceptions about life-sustaining treatments and that ad-
vance directives are often misinterpreted by physicians, families, and
surrogates.® In addition, the presence of an advance directive canin-
hibit current discussions about goals of care; this occurred in over-
whelmed hospitals during the COVID-19 pandemic when treatment
decisions were made according to written documents rather than dis-
cussions with patients or their surrogate.
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